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Figure. A: Coronal CT ofthe sinuses shows the large, well-developed, right agger nasi cell (arrow), the vertical insertion ofthe right middle turbinate (double arrows), and opacification ofboth maxillary sinuses. B: Telescopic view (4 mm, 0°) ofthe right nasal cavity shows the vertical insertion ofthe right middle turbinate (arrow)
A 35-year-old man was evaluated for facial pressure and discomfort in the right periorbital and bilateral malar areas of several months' duration . He also complained of difficulty in nasal breathing. Computed tomography (CT) of the sinuses showed opacification of both maxillary sinuses, a large and welldeveloped right agger nasi cell, and a vertical insertion of the right middle turbinate (figure , A). The vertical insertion was also visible on nasal endoscopy (figure, B). The patient underwent endoscopic sinus surgery, and a microdebrider was used to open the agger nasi cell (figure, C and D). The posterior wall of the agger nasi cell was removed, thereby uncapping the obstruction of the frontal recess. Postoperatively, the patient's facial discomfort resolved.
The middle turbinate, part of the ethmoid bone, overhangs the important and complicated area of the middle meatus. The attachment of the middle turbinate divides the cribriform plate medially and the fovea ethmoidalis laterally .
1 There are many variations of the middle turbinate, some of which are associated with subsequent sinus pathology. A bent or otherwise altered shape can cause obstruction of the middle meatus. ' The agger nasi cell appears as a mound or eminence in occurs when the insertion develops in a direct vertical fashion upward. In the presence of an agger nasi cell, the projection of the lateral wall of the nose toward the nasal septum is increased. The projection usually causes the middle turbinate to hang more directly vertical .' Depending on the degree of pneumatization, agger nasi cells can be bounded anteriorly by the frontal process of the maxilla, anterolaterally by the nasal and lacrimal bones, posterolaterally by the lamina papyracea, superiorly by the frontal sinus, inferolaterally by the uncinate process, and posteriorly by the anterior ethmoid complex.' The frontal recess is situated behind the posteromedial wall of the agger nasi cell. As pointed out by Kuhn et al, pneumatized agger nasi cells can obstruct the frontal recess and result in frontal sinus disease.' An extensively pneumatized agger nasi cell can also displace the insertion of the middle turbinate medially, anteriorly, and superiorly, thereby moving the large agger nasi eminence above the insertion of the middle turbinate.
Avoiding excessive resection of the agger nasi cell medially will minimize the risk of an inadvertent destabilization of the middle turbinate. CT of the area should confirm the presence of an anterior ethmoid cell or agger nasi cell anterior to the attachment of the middle turbinate .
Knowledge of the variations in the anatomy of the middle turbinate is of great value in predicting the outcome of the treatment of pathology in the sinuses. The presence of a vertical insertion of the middle turbinate can alert the surgeon to the presence of an agger nasi cell and thereby assist in preoperative planning.
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